Gastric lipomatosis is an extremely rare condition. We present a case of a 69-year-old woman admitted with epigastric soreness. Computerized tomography (CT) revealed extrinsically compressing, fat-containing mass lesions on the entire gastric wall of the antrum and body except for the lesser curvature. A subtotal gastrectomy was performed. Pathology findings confirmed a gastric lipomatosis with multiple gastric ulcerations and extensive disruptions of the muscular layers. This case and reports of other gastric lipomatosis cases indicate that CT should be used to characterize large submucosal masses because CT can show the specific nature and extent of the disease. We believe that surgical treatment is the most appropriate treatment for symptomatic gastric lipomatosis that shows extensive gastric involvement, or when there are multiple gastric lipomas.
Introduction
Gastrointestinal lipoma is characterized by a round submucosal mass composed of well-differentiated adipose tissue surrounded by a fibrous capsule. (1, 2) Gastrointestinal lipomatosis is commonly characterized by multiple gastrointestinal lipomas. However, a lipomatous lesion with diffuse infiltration on submucosal layer by adipose tissue is a distinct pathologic entity from conventional solitary lipoma. The previous reports suggested that the term "lipomatosis of intestine" more accurately describes the pathologic process and should replace the commonly used "lipoma of intestine". (3, 4) Therefore, gastric lipomatosis is characterized by multiple gastric lipomas or diffuse gastric infiltration on submucosal or subserosal layer by adipose tissue.
Gastrointestinal lipomas are one of the most common submucosal tumors in the gastrointestinal tract, and are usually small and asymptomatic.(1,2) However, gastric lipomas are not common, and account for only 5% of gastrointestinal tract lipomas and fewer than 1~3% of all gastric tumors.(1,2) Gastric lipomatosis is an even rarer condition, with only ten previously reported cases.(3-10) Furthermore, only one report has described a gastric lipomatosis with extensive gastro-duodenal involvement that was not encapsulated. (8) The present report describes the case of a patient who presented with epigastric soreness. Gastroscopy, barium studies and computerized tomography (CT) revealed diffuse fatty involvement in the stomach with ulceration. The patient was treated with a subtotal gastrectomy. Pathology examination of the resected specimen confirmed a gastric lipomatosis.
Case Report
A 69-year-old woman was admitted with intermittent epigastric soreness for the previous 3 months. She had no significant history of medical illness, did not drink alcohol, smoke or use NSAIDs. Gastroscopy and an upper gastrointestinal barium (UGI) study revealed an extrinsically compressing mass lesion on the anterior wall, greater curvature and posterior wall of the antrum and body of the stomach (Fig. 1 ). An abdominal CT showed an extrinsically compressing, large (13×8 cm maximum diameter) fat-containing mass on the anterior wall, the greater curvature and the posterior wall from the gastric midbody to the antrum. This lesion appeared as well-circumscribed areas of fat density with an attenuation ranging from -70 to -120 Hounsfield units ( Fig. 2A, B) . There was no evidence of lymph node enlargement. Endoscopic ultrasonography (EUS) showed that the lesion originated at the submucosal layer, had a depth of approximately 2.7 cm and was homogeneously hyperechoic ( (Fig. 3) . The lesion was not encapsulated nor was it well circumscribed, which suggested lipomatosis rather than a lipoma. The specimen was opened along the greater curvature. The mucosal surface was found Fig. 1 . Gastroscopy findings (A) and UGI study (B) . Note the extrinsic compressing mass lesion on the anterior wall-greater curvature-posterior wall of the antrum and body, and the ulceration (arrows).
Fig. 2. CT (A and B) and EUS (C)
radiology fi ndings. Note the huge fatcontaining mass lesion around the gastric wall except for the lesser curvature, from the gastric midbody to the antrum. Th e lesions (arrows) appeared as well-circumscribed areas of fatty density with an attenuation ranging from -70 to -120 H. The lesion originated at the submucosal layer, had a depth of about 2.7 cm and was homogeneously hyperechoic on EUS fi ndings.
to have several ulcers and was diffusely elevated by the submucosal mass (approximately 16×16 cm), which almost encircled the gastric wall except for the lesser curvature. Sectioning revealed welldifferentiated deep yellowish adipose tissue mainly in the submucosa which diffusely disrupted the muscular wall. The proximal and distal resection margins were 1.5 cm and 2 cm distant from the adipose tissue mass, respectively. Photomicrographic findings showed infiltrative growth of mature adipocytes that replaced the submucosa and muscle layer of the stomach (Fig. 4) . There was no evidence of malignancy in ulcers and a fatty lesion.
The patient recovered well after surgery and was discharged on postoperative day 10. The latest follow-up at postoperative 2 years found that the patient was continuing to do well, and had no evidence of recurrence. To the best of our knowledge, the present report is the first to describe a patient with lipomatosis that showed extensive gastric involvement and required surgical removal because it was symptomatic. Although a previous report also described a case featuring In conclusion, CT should be used to characterize large submucosal masses because it can show the specific nature of a mass and the extent of disease. In addition, surgical treatment is appropriate in symptomatic patients with extensive gastric involvement.
Discussion

